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I enjoyed reading the recent clinical recommendations on airway management for thoracic surgical patients during the COVID‐19 pandemic \[[1](#anae15167-bib-0001){ref-type="ref"}\]. However, as a clinically practising thoracic anaesthetist of 28 years, I would like to make the following comments. It was previously common practice to extubate the patient's trachea while they were still anaesthetised; that is, deep. This minimised coughing due to the tracheal tube, which is common when extubating patients awake. This is useful when it is necessary to avoid rises in blood pressure and inhibition of venous return, such as in thyroid surgery or neurosurgery. It is a technique I still use for thoracic surgery, and as the authors point out, a double‐lumen endobronchial tube is much larger than a single‐lumen tracheal tube. I find coughing is minimal and in the present climate, to be recommended. The patients spontaneously breathe well in the lateral position and I extubate just before moving or turning the patient back onto their bed. My other comment is that while using a viral filter and double clamps on the operating limb of the double‐lumen tracheal tube, this prevents full deflation of the lung and the surgeon invariably requests the air in the lung be suctioned out, which negates the use of a filter etc. However, I do replace them when immediately possible.
